[Abridged] Dr F G Tait (London)" My experience, especially in the last ten years, has been entirely with child psychiatric services outside hospitals and outside the province of regional hospital boards, but within the province of the Inner London Education Authority and a number of children's departments (now included in the Departments of Social Service) of the Inner London boroughs. My professional existence and, indeed, my livelihood are a manifestation of the gap we are here to consider, although I could wish that they were defined in a slightly more substantial way.
Why has the gap appeared? The very wording of this discussion gives some indication of what the reasons might be: 'The disturbed child.' What can this very loose descriptive phrase have to do with medicine? In 1953 Professor Sir Aubrey Lewis wrote: ' The criteria of health are not primarily social. It is misconceived to equate ill-health with social deviation or maladjustment. If we avoid this error we shall find it easier to study the relation between health and social well-being, and so, one may hope, learn to further both.' But surely maladjustment and social deviation both contribute in large measure to that heterogeneous group of children we call 'disturbed'. We rarely talk of the disturbed adultwe become more precise and consider specific illnesses or, at least, symptoms. The word 'disturbed' refers neither to an illness nor to a symptom; its use indicates nothing more than our recognition of some disordered, impaired or atypical functioning (and very often social functioning), the detection and 'Requests for reprints may be sent to: 21 Radnor Walk, London SW3 management of which we have been reluctant to accept as falling within the province of medical practiceand yet, in the case of children, equally reluctant to accept that they fall without it! Perhaps we find it difficult to accept Lewis's statement in the case of children for much the same reason that education authorities pay less attention to truancy in primary school children than they do to this particular deviation in children of secondary school age, despite the fact that it is very prevalent in the younger age group. We have in this country very liberal attitudes towards young children, and readily recognize the inappropriateness of any concept of responsibility in relation to their behaviour, attitudes which have been crystallized in the recent Children and Young Persons Act (1969) . And if our natural tendency to regard any deviation, in the young at least, as something that merits attention rather than deserves punishment were not enough, we have been forced by the Education Act of 1944 to pay specific regard to the needs of the disturbed or maladjusted child. Furthermore, the Children and Young Persons Act of 1933 clearly placed a duty on the magistrates of the juvenile court to act in the interests of the children appearing before them, as well as to act in the public interest, and the remand homes developed by the local authorities became centres for the assessment and diagnosis, by child psychiatrists in consultation with allied professional disciplines, of a further group of children who, because of the nature of our social organization, are rarely seen within the ambit of the hospital-based medical services. It The Education Act of 1944 and the Handicapped Pupils Regulations of 1946 defined the maladjusted child as one who is in need of special educational treatment in order to effect his educational, personal or social readjustment. The Department advocates, and the ILEA insists, that the recommendation for this special treatment should be made by a child psychiatrist. The school child population of the ILEA is 421,000 and at any one time there are some 2,500 children receiving or awaiting special educational treatment under the handicap 'maladjusted', that is something in the order of 6 per 1,000 of the school child population. But this is only a part of the problem. The categories of handicap for which special educational treatment must be provided by the local education authority are by no means clear cut or precise. The category 'delicate', for which provision is made in the so-called open air schools, includes within it a large proportion of disturbed. children. It includes the neurotic child who is frequently ailing and who seems to reflect much of the hypochondriacal anxiety of his depressed mother; the timid, withdrawn child unable to adjust satisfactorily to the complex social structure of a large comprehensive school, the child with the symptom of school phobia who can tolerate separation from home more easily within the comparative calm and less competitive atmosphere ofthe smaller school.
It is not possible to determine accurately the number of disturbed children within this 'delicate' group, but it would seem to be a higher proportion when boarding rather than day provision is recommended. My colleagues assess the proportion of disturbed children in the'delicate' category at about one-third, and this adds a further 500 children to the group receiving special educational treatment because they are disturbed, bringing the number to 3,000.
The category 'educationally subnormal' is even more complex. There are some cases in which the child is clearly intellectually retarded and his problems appear to stem directly from his dullness, but recent concern at the number of children of migrant families recommended for placement in schools for the educationally-subnormal has drawn attention to the significance of cultural factors in producing disturbances of both cognitive function and personal and social adjustment, factors which were, perhaps, insufficiently recognized as operating within our more enclosed but far from culturally homogeneous society. Certainly when children are recommended for boarding education under the handicap 'educationally subnormal' some factor other than a specifically intellectual one must be of prime importance, And if we assume that a quarter of the children in the day schools for the education-ally subnormal and a third ofthose in the boarding schools (and I am sure this is an underestimate) are disturbed, we add a further 1,500 children, bringing the total to 4,500, that is one in every 100 children within the area covered by the ILEA. This figure does not include children receiving education in hospital (and some of these will be receiving inpatient treatment for psychiatric disorders), nor does it include those children in the care of the local authorities attending homebased schools because their disturbance makes them unfit for the local school; nor those very ill children who are so psychiatrically disabled that they cannot attend school at all and are receiving home tuition from a peripatetic tutor.
It is important to emphasize that I am not attempting to give the incidence of 'disturbance' in children, but rather the number of children for whom special educational treatment has been recommended by a doctor, because they have been recognized as being 'disturbed'. The headmasters of many London schools assert that t4ey have children within their schools as disturbed' as any for whom special educational treatment has been prescribed, and a pilot study in one LondQn borough siuggests that the incidence of deviant behaviour in school children may be in the order of S0% in boys and 11% in girls. And so, my totatfigure of 4,500 is a modest one; furthermore, as no child would be recommended for special educational treatment unless his disturbance was of considerable duration, it is a figure which includes only those children in whom disturbance can be seen as being something more than the episodic, transient disturbance which seems so often to be a part of normal development.
Child psychiatric services are not only involved in prescribing special educational treatment for the maladjusted child, they are also closely involved in the treatment itself. The special day school for maladjusted children of the ILEA is a co-educational school for 50 children of both primary and secondary age. The staff/pupil ratio is high and there are rarely more than 8 children in any teaching group. The headmaster, and usually some of his assistants, have taken the oneyear diploma course in the education of the maladjusted child at the Institute ofEducation and during this time they will have worked regularly in a child guidance clinic and acquired considerable psychiatric sophistication. Attached to the school, on a permanent basis, are a child psychiatrist for two sessions a week, a full-time psychiatric social worker and a lay psychotherapist for five sessions a week. It has been found that many of the families whose children are referred for this special treatment are, because of their personal and social difficulties, unable to utilize effectively the kind of help that can be offered to 3Section ofMedical Education them by a child guidance clinic or hospital department of-child psychiatry. The psychiatric team at the school, therefore, fulfils a dual role. It functions as part of the total staff of the school, advising and supporting the teaching staff, and playing a particular part in the assessment of progress and the need to modify the regime of the school to meet the varying needs of individual children. They are also engaged in the specific psychiatric treatment of some children and their families, and some immediate idea of the extent of this child psychiatric service (provided directly by the education authority, not the regional hospital boards) may be gained from the fact that the number of sessions worked by child psychiatrists in the ILEA day schools for maladjusted children alone is over 1,100 per annum, a number in excess of the number of child psychiatric sessions provided at Charing Cross, St Bartholomew's, the Middlesex, the Royal Free, St Thomas's, University College and Westminster Hospitals combined. This is only a small part of the service. The day school provision is, in medical terminology, an outpatient service. The boarding school provision recognizes the need for some disturbed children to be treated outside their own family environment. There is much in the history of the special boarding school to suggest that it was initially thought that to take a child out of a bad environment (say a London slum) and place him in a 'good' one (say a large country house) was sufficient treatment in itself, but experience has shown that the disturbed child requires specific help which must embrace attention to his links with his home and the community, and provide him not only with the opportunity for healthy development and maturation, but also with experience that can compensate for past deprivation or trauma. A healthy child should flourishin any healthy child-rearing environment, but the disturbed child will not necessarily benefit in the same way. He will attempt to repeat the -way in which he has experienced earlier events in his life, events which interfered with his development, and the residential setting must be sufficiently flexible to allow the child to show this tendency towards repetition; it must also allow for the staff, in consultation with psychiatric colleagues, to detect and comprehend the delicate balance that will be effected between the child's healthy development and the repetitive nature of his illness. Recognition of this has resulted in the boarding schools also having, on the permanent staff, a child psychiatrist, a psychiatric social worker and a psychotherapist; the number of child psychiatric sessions worked in the boarding schools of the ILEA is 1,300 per annum, bringing the total number of sessions provided by the Education Authority to 2,400 sessions per annum.-No consideration of disturbed children should ignore those children who are in the care of the local authority's social services departments. In the past the severe disturbance of these children was often not shown until they had left the rather rigidly structured institutions in which they had been reared. Gibbens (1963) found that 13-%of his sample of 200 borstal lads had previously been in non-penal institutions.
More recently, however, the clear recognition of the damaging effects of institutional life on children and enormous advances in quality and quantity of trained child care officers in Wtoh the residential and field-work sides have resulted in the children's departments not only establishing children's homes with a specific therapeutic function (hostels for disturbed adolescents, units for the rehabilitation of disturbed children to their families) but also insisting on the provision of child psychiatric services within these special settings and within the department generally. This development can be seen as the logical extension of the diagnostic and assessment function of reception centres and remand-homes which first recognized the groups of disturbed children for whom special provision was essential.
I have rarely seen a child who has been in the long-term care of the local authority who was not disturbed. I asked colleagues working in the same field for their estimate of the incidence of disturbance in children in long-term care, -and the majority gave estimates of 95-99 %. If we accept anything over six months as being long-term care, then the number of disturbed children in this group for the whole of Inner London would be some 5,000, a figure comparable to that which I have already given for children receiving special educational treatment as maladjusted. But they are not the same population described in different ways, and a large proportion of the in-care children are placed outside the ILEA area. There will be some small overlap but the total figure is so large that I do not think that this overlap alters in any significant way the magnitude of the current problem.
We must also consider children at the moment of their reception into care. These are children in crisis. Death or sudden departure of parents, sexual assault by a near relative, even the murder of one parent by another: these are situations I have seen often enough for them to seem no longer startling. The children are confused, disorientated and acutely depressed. I have certainly seen children more grossly disorganized and disturbed in a local authority reception centre than I ever did in an inpatients department of a psychiatric hospital, discounting that small group of psy-chotic children whose disturbance would appear to be less closely related to immediate environmental factors. With one exception, the twelve Inner London boroughs employ child psychiatrists directly in their services for children, the exception being a borough which is able to utilize the splendid resources of the Tavistock Clinic. The number of child psychiatric sessions worked within the Inner London boroughs is 2,500 per annum, and this figure does not include those sessions worked in Stamford House Remand Home for Boys or Cumberlow Lodge for Girls, whose services are largely undertaken by the Maudsley Hospital.
Summary
There are 4,500 disturbed children receiving special educational treatment, and this treatment is contributed to by 2,400 child psychiatric sessions per annum. There are a further 5,000 children in the long-term care of the local authorities, and disturbance is very prevalent in this group. These children, and those admitted at some crisis into the care of the local authority, receive the attention of child psychiatrists working 2,500 sessions per annum. Furthermore, the total number of sessions provided by the education authority and the children's services (4,900 per annum) is considerably more than the aggregate number of child psychiatric sessions provided per annum in all the London teaching hospitals.
The high incidence of disturbance in children means that families with children presenting the range of problems included in this umbrella term must constitute a large part of every London medical practice. I am sure all would agree that the treatment of most disturbed children properly lies outside the hospital. In the case of residential treatment the training and experience of residenttial child care officers seems more appropriate to the needs of disturbed and deprived children than is the present training and experience of a nurse. And above all, these children are our children and belong within the community in which they will live out the rest of their lives.
Surely the nature of their disturbance, and the treatment methods which have been evolved in their management, should be a part of the training of all the community's doctors. Even the postgraduate teaching hospitals seem to be insufficiently involved with the services I have described. There is, indeed, an enormous gap in medical education, and I am thankful that I have been asked only to describe it, not to proffer a solution.
Dr Martin Bax (Salamon Centre, Guy's Hospital, London SE] and Department ofChild Development,
Institute ofEducation, London WCJ)
Pediatric Role in the Care and Management of the Disturbed Child Two anecdotes reflect the attitudes of both the teaching profession and social workers toward the medical role in the care and management of the disturbed schoolchild:
A head teacher was explaining to me why she no longer felt it was useful to ask doctors for help with children whose behaviour was difficult. She showed me a report from a psychiatrist on a 7-year-old which included the statement that the child drew 'phallic aeroplanes' but went on to offer the information that he was difficult to examine because he would repeatedly throw objects from the examiner's desk at the psychiatrist who was examining him. The head teacher explained that the child always threw things on her desk at her and it was precisely for this reason that she had referred him. She had got back from the psychiatrist a description of the child's behaviour with which she was already too familiar and had received no help or advice about how he could be helped in the school.
The second anecdote relates to children at the other end of their school careers. I wished to see something of the behaviour and to think about the problems of physically handicapped adolescents, and so I asked to go on a short residential course which was being run to try to assess what possibilities there were of finding jobs for these young adults. The social worker there said I could come provided I came in a non-medical capacity, because she thought that doctors often had quite unreal ideas about the way such young people could be helped and that it was better for them not to see doctors at this time.
These are both single incidents but they are not unique and they reflect a quite widely held feeling among teachers and social workers that doctors really have very little to offer them in relation to the problems of the disturbed child. One therefore poses the question: does the paediatrician have any role to play or would it perhaps be wiser to leave things to teachers and social workers who sometimes feel they do better without the help of the medical profession. I want to emphasize how important I feel it is that pxediatricians play a part in understanding and helping these children.
There is increasing evidence that educational, behavioural and intellectual problems overlap. There is also evidence that children with one or more of these problems may show evidence either of neurological dysfunction or of an aberrant or delayed pattern of development. The most comprehensive recent studies which relate to this are those of Rutter, Graham & Yule (1970) and Rutter, Tizard & Whitmore (1970). In unpublished studies on school entrants in the Isle of Wight,
